Background: there is concern that there are insufficient numbers of geriatricians to meet the needs of the ageing population. A 2005 survey described factors that influenced why UK geriatricians had chosen to specialise in the field-in the decade since, UK postgraduate training has undergone a fundamental restructure. Objective: to explore whether the reasons for choosing a career in geriatric medicine in the UK had changed over time, with the goal of using this knowledge to inform recruitment and training initiatives. Design: an online survey was sent to all UK higher medical trainees in geriatric medicine. Methods: survey questions that produced categorical data were analysed with simple descriptive statistics. For the survey questions that produced free-text responses, an inductive, iterative approach to analysis, in keeping with the principles of framework analysis, was employed. Results: two hundred and sixty-nine responses were received out of 641 eligible respondents. Compared with the previous survey, a substantially larger number of respondents regarded geriatric medicine to be their first-choice specialty and a smaller number regretted their career decision. A greater number chose geriatric medicine early in their medical careers. Commitments to the general medical rota and the burden of service provision were considered important downsides to the specialty. Conclusions: there are reasons to be optimistic about recruitment to geriatric medicine. Future attempts to drive up recruitment might legitimately focus on the role of the medical registrar and perceptions that geriatricians shoulder a disproportionate burden of service commitments and obligations to the acute medical take.
Introduction
The global population is ageing at an unprecedented rate. The number of people living with multi-morbidity and frailty is rapidly increasing [1] . There is compelling evidence that Comprehensive Geriatric Assessment (CGA) is the most effective way to provide healthcare services for this population [2, 3] . Geriatricians-medical specialists with expertise in the healthcare of older people-have a key role in delivery of CGA; however, there is concern that there are insufficient numbers of geriatricians to meet this need [4, 5] . In Europe, there is wide variation in the number and density of geriatricians [6] and in some countries, geriatric medicine is not even recognised as a specialty [7] . In the UK, a modest growth in demand for training in the specialty has failed to keep pace with the increased demand within the National Health Service (NHS) for fully trained geriatricians [4] . This may, in part, be due to negative perceptions perception towards the specialty, and the patient cohort for which we provide care, reported in surveys of both junior doctors [8] [9] [10] and medical students [11, 12] .
In 2005, a survey of members of the British Geriatrics Society (the UK specialist society for healthcare professionals with an interest in the medical care of older people) [13] , described factors that influenced why UK geriatricians (both trainees and consultants) had chosen to specialise in the field. The most frequently stated influences were an affinity for the clinical work of the specialty and the effect of inspirational senior colleagues. Of note, 39% of consultant geriatricians had chosen to specialise in geriatric medicine later in their careers, frequently having worked in other specialties prior to moving into the care of older people. The authors suggested that this might represent either a process of maturation, or be related to the fact that geriatric medicine could only be fully appreciated with insight into the aspects of care which other medical disciplines fail to offer, but which are enshrined in the principles of CGA.
In the UK, geriatric medicine is a physicianly specialty with training conducted under the auspices of the Royal Colleges of Physicians. There is however wide variety in how geriatric medicine training is coordinated and delivered elsewhere in the world [7] . In the decade since the 2005 survey was published, UK postgraduate training has undergone a fundamental restructure. Modernising Medical Careers (MMC), and the creation of the Foundation Programme, aimed to provide trainees with a wider range of experience during their early career, thus enabling them to make more informed career choices. At the same time, trainees have less flexibility to move between specialties or to delay progress through training whilst they decide on a medical specialty.
Against this background, we aimed to explore whether the reasons for choosing a career in geriatric medicine in the UK had changed over time, with the aim of using this knowledge to inform recruitment and training initiatives both in the UK and beyond.
Methods
Guidance was sought from the NHS Newcastle and North Tyneside Regional Ethics Committee which advised that formal ethical approval was not required. The project was supported by the Joint Royal Colleges of Physicians Training Board (JRCPTB) and their Specialty Advisory Committee (SAC) for Geriatric Medicine. An online survey was developed taking account of previous research into career choices in geriatric medicine [10, 13] . The survey was piloted with local higher medical trainees-in light of their suggestions, changes were made to the phrasing of questions, the page structure within the survey and to the logic flow of the online survey. A final version of the survey is included in Supplementary data are available in Age and Ageing online. A link to the survey was then sent to all UK higher medical trainees [doctors, typically 4-9 years post-graduation, who have completed core medical training (CMT) and are undertaking a 5-year programme to achieve consultant geriatrician status] using the comprehensive list of contact details held by the SAC in geriatric medicine and used by them to administer training. The survey was available online for a 6-month period (1 October 2015 to 31 March 2016) with reminder emails at 2 and 4 months. After completion of the survey, trainees were invited to enter a draw to win a book token to acknowledge their contribution.
Responses were collected anonymously. Survey questions that produced categorical data were analysed with simple descriptive statistics. For the survey questions that produced free-text responses, an inductive, iterative approach to analysis was employed that consisted of two phases. For the first phase, a pair of researchers was assigned to each question and were provided with all the free-text responses to their allocated question. Each researcher, working in isolation, then identified code(s) that reflected the theme(s) contained within each free-text response. The second phase involved researchers, working in their respective pairs, sharing and comparing their coding frameworks. Coding frameworks were discussed, challenged and refined. Data were analysed using the principles of framework analysis [14] . Framework analysis provides a structure for systematic analysis of qualitative data-it is recognised as enabling in-depth exploration of data whilst also ensuring that the analysis process remains transparent, thus enhancing the rigour of the analytical process [15] .
Results
Two hundred and sixty-nine responses were received out of 641 eligible respondents. Ten responses were excluded on the basis that they were not UK Higher Medical Trainees in Geriatric Medicine (1 associate specialist, 3 other training grades, 4 overseas doctors and 2 completed training). The response rate was thus 40.4%.
(1) What is your current stage of training?
Respondents' stage of training is summarised in Table 1 . (2) When did you decide to do specialty training in geriatric medicine?
The majority of respondents made the decision to train in geriatric medicine during CMT (153, 59.1%), 63 (24.3%) did so during Foundation training (FY), 25 (9.7%) during undergraduate training. Nineteen made the decision at another point: during a locum appointment (n = 7), whilst on another specialty training programme (n = 3), during a sabbatical (n = 3), during a research post (n = 2), whilst working overseas (n = 2) and whilst working in a residential care home before university (n = 1) [one respondent left blank]. (3) Did you have a post in geriatric medicine during training?
The majority of respondents (250, 96.6%) had worked in a post in geriatric medicine prior to opting for a career in the specialty. Over half of respondents (144, 55.6%) had a geriatric medicine post in both FY and CMT training; 27 (10.4%) had a post in FY alone, 76 (29.3%) in CMT alone. A small number (7, 2.8%) had a post in geriatric medicine outside 'usual' training pathways (4 of whom in addition to 'usual' training): these included locum appointments (n = 5), overseas (n = 1) [one respondent left blank]. Only 9 respondents (3.5%) did not have a post in geriatric medicine prior to applying for higher specialty training in geriatric medicine; of note, geriatric medicine was the first-choice specialty for all but one, and none reported regretting their choice. (4) Was geriatric medicine your first-choice specialty?
Two hundred and forty-two respondents (93.4%) described geriatric medicine as their first-choice specialty.
Of the 17 (6.6%) of respondents who did not, 14 would have opted for a physicianly specialty: respiratory (n = 4), neurology (n = 2), palliative care (n = 2), cardiology (n = 1), dermatology (n = 1), endocrinology (n = 1), gastroenterology (n = 1), haematology (n = 1) and infectious disease (n = 1). Three respondents would have opted for a non-physicianly specialty: ophthalmology (n = 1), paediatrics (n = 1) and psychiatry (n = 1). (5) Do you regret choosing geriatric medicine?
The majority of respondents (254, 98.1%) did not regret choosing a career in geriatric medicine; five respondents (1.9%) regretted their decision. The most frequently cited deterrent to a career in geriatric medicine was commitment to the general (internal) medicine (GIM) on-call rota (n = 99, 38.3%). Perceived low prestige of the specialty was also commonly cited (61, 23.4%). Deterrents, and the proportions of respondents agreeing with each are shown in Table 2 . (7) Why did you choose geriatric medicine?
The coding structure representing data derived from this question, along with exemplar quotes, is presented in Table 3 . (8) decision. A greater number chose geriatric medicine early in their medical careers. These are positive findings and suggest, if anything, that the current cohort of UK geriatricians in training were drawn to their specialty sooner and more directlyand are more content with their career choice, than earlier cohorts surveyed. This is particularly striking at a time when morale amongst UK doctors in training has been recognised as being particularly low in response to service pressures and strained industrial relations within the NHS [16] . Whilst these results may not necessarily be directly applicable to doctors in other countries, they do demonstrate a genuine appetite for a career in the specialty amongst junior doctors-this finding may add weight to arguments for the development of the specialty in territories where it is not yet formally recognised. These findings run contrary to fears stated prior to the restructuring of UK medical training that, by forcing doctors to make career decisions earlier, fewer would have the opportunity to realise the potential benefits of a career in geriatric medicine [13] . The qualitative data give some insights into possible contributory factors towards this trend. These include a specialty that may be recognised as rising to address the challenges of modern healthcare-meeting the demographic imperative posed by a greater proportion of older, frailer patients head on. Deeper understanding of the reasons why doctors are attracted to a career in the specialty may help inform recruitment initiatives in countries that struggle to recruit sufficient numbers of trainees. The perception, amongst respondents, of good work-life balance within the specialty might be an important effector of recruitment and retention in an era when many doctors in training are disenchanted with new contract arrangements and the prospect of more intensive rotas following recent contract renegotiation.
Perceptions amongst respondents about the strengths and weaknesses of the specialty reflect those previously identified in surveys of UK undergraduates [11] . Prominent amongst the strengths described were the intellectually stimulating nature of dealing with complexity and the sense of a worthwhile job done well-being on a mission. Prominent amongst the weaknesses were the perceived lack of status associated with the geriatrician's role and a disadvantageous position regarding private practice when compared with procedural specialties. As the authors of the previous undergraduate surveys identified, these probably represent a realistic appraisal of the specialty and are not something that can be glossed over or minimised in the attempt to attract more recruits.
Commitments to the general medical rota and the burden of service provision-which, in turn, were perceived to lead to reduced academic and training opportunities-were considered important downsides to the specialty. These are compatible with data from other surveys of UK-based general medical registrars which suggest that the role of the medical registrar is one which is increasingly associated with high levels of stress, limited opportunities for high-quality training and is a disincentive for doctors to train in physicianly specialties who contribute to medical registrar rotas [17, 18] . Furthermore, these surveys revealed that medical registrars across the spectrum of medical training programmes had considered giving up GIM [17] and that many were actively exploring how potential future consultant posts might avoid a GIM commitment [18] . Unlike private practice, and perceived low status, this aspect of the geriatrician's role is readily amenable to interventions around how training is structured. It is possible that recently proposed reconfigurations of postgraduate training, which will seek to emphasise more training in general medicine and a broader distribution of the service burden of the medical registrar role across all physicianly specialties [19] , may lead to geriatric medicine being placed at less disadvantage when it comes to attracting potential recruits. Recently developed national quality criteria for CMT programmes also have the potential to increase recruitment to geriatric medicine training. These were developed in response to a 2013 national survey of UK CMTs that highlighted dissatisfaction with training [20] , and include a call for all CMTs to undertake a placement in geriatric medicine. At present, this remains a 'best practice' criterion and is not mandated; it is however recognised that the posts that foundation doctors undertake have a significant impact on their future career choices [21] -this may, in time, help to attract more junior doctors to the specialty. The strengths of this survey lie in the use of a carefully piloted questionnaire which used questions comparable to those contained within prior surveys, enabling trends in perceptions to be considered over time; the use of a national contact database used for administration of training, meaning that all higher medical trainees in geriatric medicine were approached and the rigorous methodology taken to evaluating the open response questions so that these data were explored in full and in depth. The survey response rate is comparable to similar studies undertaken elsewhere. The limitations of the study, as with all surveys, lie in possible response bias, although it is not clear whether this would select for those more, or less, likely to be content with the specialty. The survey did not capture data on gender, which is recognised as an important factor in relation to workforce planning. The gender distribution of geriatric medicine registrars has changed dramatically in recent years, with 40% being female in 2002, rising to 56.7% in 2011 [4] . It is important to note, when comparing responses over time, that the cohort sampled in the 2005 survey included consultants in addition to higher medical trainees. Data, specific to trainees, were however available from the 2005 study, meaning direct comparison between cohorts was possible for all questions except for 'Was geriatric medicine your first choice?' We acknowledge this as a limitation that may potentially affect the ability to draw conclusions about the specific opinions of training grade doctors with regards this particular question.
Conclusions
There are reasons to be optimistic about recruitment to geriatric medicine. More trainees are selecting the specialty sooner and more are content having done so. Future attempts to drive up recruitment might legitimately focus on the role of the medical registrar and perceptions that geriatricians shoulder a disproportionate burden of service commitments and obligations to the acute medical take. Issues around perceptions of prestige and status will be more difficult to overcome-but with such high levels of Sense of advocacy/altruism 'I like to represent the underdog group of patients who typically get a raw deal from a health system not designed to look after them' Suited to personality 'I found a bunch of doctors who I seemed to fit in with: similar ideas and approach to patient' Career characteristics Continuity (acute to chronic) 'Generality of the specialty-acute medicine but also chronic issues and the challenge of balancing them'
Lack of procedures 'I was never really particularly bothered about procedures so had excluded more organ-specific specialities from that respect' Involvement in acute medicine 'Complex patients with acute medical problems-front line medicine and being the pts advocate.' Varied career options/ability to subspecialise 'There is a lot of "thinking outside the box" required, and there is a lot more scope for individualising treatment plans compared to other specialities' General medicine/variety 'It is the only true general medical speciality left. There is a massive variety of patients and conditions and each one is unique in the interaction between their healthcare and social problems' Rewarding 'Really enjoy variety of work. Find building up a relationship with patients and families very rewarding.' Multi-disciplinary/teamwork 'I enjoyed the feeling of being part of a team-I got this more in my geriatrics placement than any other job' Pleasant working environment 'I realised as I was getting to the end of CMT that I needed to look at the consultants working in different specialities and think about whether I wanted their life for the rest of my career. Geriatricians tend to be caring and friendly people who have a good work-life balance and I liked the idea of becoming one of those people' Emphasis on patient and family involvement 'I like the communication and interaction with the family and friends as well as our patients, this is still the core skill we rely on rather than being too driven by tests and investigations' Experience Role modelling 'I was inspired by some Geriatric medicine registrars and consultants who I worked with when I was a core medical trainee who were just excellent clinicians, excellent communicators and teachers. I thought that if I could be like them one day, I would be doing a good job as a doctor' Previous positive experience in geriatrics 'I had really enjoyed all my attachments in geriatrics, both as a student and house officer' enthusiasm amongst future consultants, the future in this regard is potentially brighter than ever before.
Key points
• The current cohort of UK geriatricians in training were drawn to their specialty sooner and more directly than previous cohorts.
• Geriatricians cited a host of factors that attracted them to the specialty, including the rewarding nature of the role.
• Recruitment initiatives should challenge perceptions that geriatricians shoulder a disproportionate burden of acute medical take.
Supplementary data
Supplementary data are available at Age and Ageing online.
